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LOCAL ANESTHESIA IN THE IN- 
FANT AND AGED.* 


Hersert P. Core, M. D., 
Mobile, Alabama. 


Mortality statistics indicate a definitely in- 
creased anesthesia death rate in infants and 
in patients over fifty years of age. This is 
readily attributable to the susceptibility of 
the infant’s delicate organism to shock, 
pneumonia and renal complications follow- 
ing the administration of general anesthesia. 
A fine point of surgical judgment is fre- 
quently involved in the selection of the 
proper anesthetic in aged cases prone to be 
complicated by general debility, cardio- 
renovascular and pulmonary lesions. 

Investigations with novocaine and adren- 
alin have given the surgeon a definite factor 
for the reduction of mortality in major 
surgery of the extremes of life. Experience 
in the special technic of local anesthesia 
administration discloses the frequent neces- 
sity of the administration of a preliminary 
narcotic, such as scopolamin, or morphine, 
or similar drugs in combination. A study 
of the mental peculiarities of the individual 
patient will usually indicate the method 
necessary for their mental control. 

The success of local anesthesia frequently 
depends on drilling the surgical staff to 
obviate untoward incidents disturbing the 
mental equilibrium of the patient to be 
operated on in the conscious state. An 
unsuccessful administration can usually be 
traced to a series of untoward incidents such 


as tactless conversation, unnecessary jang- 





*Read by invitation before the forty-second 


annual meeting of the Florida Medical Associa- 
tion at DeLand, May 12-14, 1915. 
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ling of instruments, and other preventable 
breaches of operating room morale tend- 
ing to produce a psychic condition which 
eventually calls for the administration of a 
general anesthetic for the completion of an 
operation. 

Gentleness in the exposure and handling 
of tissues, especially the abdominal viscera, 
is an absolute essential in successful surgery 
on the conscious patient. The use of the 
gloved hand, or carefully placed spatule, 
will give excellent exposure in most cases. 
Traction upon mesenteries must be avoided 
in so far as is possible ; sensitive areas, such 
as that of the upper right quadrant, must 
be treated with great consideration. Large 
abdominal incisions are preferable in per- 
mitting free exposure with little traction. 
Acute inflammatory 
upper right quadrant may _ be 
through a painful period by the temporary 
administration of nitrous oxide. 

The infant presents the more difficult 
subject for the administration of local anes- 
thesia through our inability to obtain mental 
control. The administration of a preliminary 
narcotic, however, will frequently eliminate 
Starvation 
of the suckling child for several hours 
before the operation, 
administration of the nursing bottle during 
the operation, is a potent factor in success- 
ful anesthesia. In this manner, we have 
successfully performed double herniotomy 
for incarceration in an infant three weeks 
of age; reduction of a meningocele in an 
infant of six weeks and have established 
artificial anus in the third day of life on an 
infant with ano-rectal imperforation. 

We have repeatedly observed that patients 


cases or those in the 
carried 


a child’s conscious perception. 


followed by the 
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over fifty years of age are more favorable 
subjects for local anesthesia _ operations 
than patients in the other decades of life. 
Whether age predisposes to greater mental 
control or to greater susceptibility to the 
preliminary narcotic, we are unable to say. 
Within the past two years we have repeat- 
performed major 


edly and_ successfully 


operations under local anesthesia in patients 


suffering grave contra-indications to a 
general anesthetic. The following is a 


partial list of operations successfully per- 
formed in this manner on patients over fifty 
years of age: 

1. Nephrectomy, adenoma of the kidney, 
patient age 53. 

2. Gastro-enterostomy, carcinoma of the 
pylorus, patient age 71. Extreme debility 
and interstitial nephritis. 

3. Radical amputation of the breast, pa- 
tient age 63. Interstitial nephritis. 

4. Reduction of ileus, patient age 79. 
Emaciation, shock and nephritis. 

5. Transplantation of the rectus muscle, 
radical cure of incarcerated hernia, patient 
age 79. Emaciation, nephritis. 

6. Excentration of the orbit, sarcoma of 
the conjunctiva, patient 81 years of age. 
Senility, nephritis. 

7. Extensive operation for carcinoma of 
the sternum, patient 87 years of age. Inter- 
stitial nephritis, blood pressure 210. 

8. Cholecystotomy and removal of gall 
stones, patient age 63. Mitral insufficiency. 

9. Appendectomy, patient 60 vears of age. 
Gangrenous appendix, pulmonary tuber- 
culosis. 

10. Appendectomy, patient 57 years of 
age. Gangrenous appendix, nephritis. 

11. Appendectomy, cholecystotomy, pa- 
tient 57 years of age. Rupture of gall 
bladder, interstitial nephritis, blood pressure 
220, myocarditis. 

12. Gastro-enterostomy, cholecystotomy, 
appendectomy. All operations through the 
same incision for gastric ulcer, cholecystitis 
and cystic dilatation of the appendix, patient 
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age 57. Complicated by hyperthyroidism. 

The above list of major operations in the 
aged in presence of surgical complications 
has been supplemented by an interesting 
experience of the application of local anes- 
thesia methods in the youth and adult. We 
have performed about thirty per cent of our 
major operations in the past two years by 
infiltration, nerve blocking, and plexus anes- 
thesia, or by combinations of these methods. 
It is now our routine procedure to perform 
practically all our operations on the face, 
neck and extremities under local anesthesia. 

Most pus cavities in the peritoneum are 
drained under local anesthesia, to be supple- 
mented by a second-stage general anesthesia 
operation later if necessary. Fulminating 
appendix, gall bladder and pelvic cases are 
certainly robbed of many of their terrors by 
a preliminary draining under local anes- 
thesia. 

Among the chronic conditions, the two- 
stage pylorectomy is a natural evolution of 
local anesthesia methods; local anesthesia 
gastro-enterostomy in the emaciated patient, 
followed by a few weeks later by resection 
under better physical conditions brought 
about by the gastro-enterostomy. Appen- 
dectomy in the chronic and interval cases 
may be routinely performed under local 
anesthesia in uncomplicated cases. In preg- 
nancy we have operated on thirty-one cases 
in the past three years for abdominal condi- 
tions, carcinoma of the breast and hyper- 
thyroidism. A number of these cases have 
been done entirely or largely under local 
anesthesia. There have been no maternal 
deaths and but one miscarriage in those per- 
formed under local anesthesia. 

In conclusion, we append a series of illus- 
trations demonstrating the application of 
local anesthesia to major surgery in the 
infant, the aged the young adult. 
Experience in the application of local anes- 
thesia methods will undoubtedly give the 


and 


surgeon a potent aid in the reduction of 
mortality in complicated cases. 
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1. Bilateral herniotomy. Infant three weeks of 
age. Local anesthesia. Photograph at two years. 


/ 


























2. Meningocele. Patient six weeks of age. 
Local anesthesia. 























3. Artificial anus. Child three days old. 4 


I J | - Nephrectomy. Adenoma of the kidney. Patient 
Local anesthesia. Ano-rectal imperforation. 


age 53. Illustrating points of injection. 





THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 














5. Nephrectomy. Adenoma of the kidney. 
Patient age 53. 





6. Excentration of the orbit. Sarcoma of the con- 
junctiva. Patient age 81. Nephritis. 
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7. Radical amputation of the breast. Patient age 
63. Injection of brachial plexus, sternum 
and posterior intercostals. 
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8. Radical amputation of the breast. Patient age 
63. Brachial plexus injection. Nephritis. 
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9. Bilateral, radical cure of hernia. Transplanta- 
tion of the rectus muscle. Patient age 79. 








10. Dislocation of the atlas. Age 52. Hemiplegia. 
Reduced under local anesthesia after section- 
ing the posterior cervical muscles. 
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11. Carcinoma of the sternum. Radical operation. 
Patient age 87. Nephritis. Blood pressure 210. 








12. Decompression and dural drainage. Traumatic 
epilepsy. Hackenbuch infiltration. 
Local anesthesia. 


903-904-905 Van Antwerp Building. 








DISCUSSION. 


Dr, Raymond C. Turck, Jacksonville: 

I have been very much interested in Dr. 
Cole’s paper and I think we are all to be 
congratulated on hearing such a splendid 
exposition of this subject. The work with 
local anesthesia has not been developed as it 
should be. Dr. Cole has nicely pointed out 
that local anesthesia eliminates many 
dangers arising from general anesthesia. 
In general, local anesthesia has had but a 
limited application, and I am glad to see the 
wide range that Dr. Cole has covered. I 
have done a number of cases of hernia, 
bladder and appendix and other abdominal 
operations with local anesthesia, and also 
some bone work, though in the latter only 
minor procedures. Dr. Simpson, in Jack- 
sonville, has been doing some work along 
the line of nerve block. As I said before, 
I am very glad to see the wide range that 
local anesthesia is taking because it will 
allow us to work in cases which heretofore 
have been considered hopeless and inoper- 
able. 

Dr. W. B. Spratling, Welaka: 

In major operations on the brain for the 
relief of epilepsy for instance, either to 
relieve pressure or for the removal of a 
tumor, where would the point of injection 
be? 

Dr. William L. Hughlett, Cocoa: 

I would like to ask Dr. Cole what kind 
of special preparation for local anesthesia 
he has, if he has one. 

Dr. John E. Boyd, Jacksonville: 

I have no desire, gentlemen, to discuss 
Dr. Cole’s paper in the sense that these 
papers are ordinarily discussed, but some- 
times our misfortunes come home very truly 
to others as well as ourselves, and I have a 
desire to report a personal misfortune of 
mine with probably the chance of getting 
some assistance from Dr. Cole. 

Wednesday night, about three weeks ago, 
a doctor’s wife wanted to remove some 
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prescription with 
She poured out 


freckles. She had a 
bichlorid of mercury in it. 
one-half of the solution and added mercury 
on her own initiative and without any 
accurate knowledge of the amount. This 
was applied to the face and neck freely. 
Within twenty minutes after the applica- 
tion the pain was so intense that I was 
called. I gave a hypodermic of one-fourth 
grain of morphine and ordered applications 
of cow’s cream. She had a fairly com- 
fortable night but Thursday morning had 
some nausea and the skin on face and neck 
was absolutely cooked. As yet no evidence 
of poisoning except slight nausea. I did 
not go back in the afternoon but was called 
over the phone about seven o'clock Thurs- 
day evening and was told there had been 
severe pain with cramps all afternoon; 
bloody stools and vomiting, undoubtedly 
bichlorid poisoning. I sent a nurse and 
Thursday night she had one-fourth grain 
of morphine, three o’clock Friday morning 
one-fourth grain morphine. I saw her at 
eight o'clock Friday morning and she had 
not voided any urine since the previous 
night. She was catheterized and_ three 
ounces of perfectly clear urine obtained. | 
then put the proposition up to the people 
as to a cecostomy with hydraulic irrigation 
of colon, saying to the people that I had 
had no experience as to the benefits of the 
treatment but felt that anything was justifi- 
able in a case of bichlorid poisoning. They 
sent her to the hospital at one o'clock and 
she was given one-fourth grain morphine, 
and one-one hundred fiftieth of scopolamin 
at one o'clock. Fifteen minutes of 
two she was in the operating room and 
being still nervous and more or less excited, 
I ordered one-eighth grain morphine given 
hypodermically. She was operated on 
according to Crile’s shockless method and 
I assure you I have -never seen a more 
beautiful demonstration at any time in my 
experience. I want to say, however, that 
my experience has not been so extensive as 
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Dr. Cole’s, but will be more extensive in 
the future. It is unquestionably, in my 
mind, one of the greatest things of the day. 
The woman. was perfectly conscious 
through the whole operation and talking 
with the anesthetist. When I got through 
she talked with me and said she would not 
have believed that her abdomen could have 
been opened without any pain. 

Before going to the operating room the 
pulse went as high as 130. She went on 
the table with a pulse of 110; respiration 
24. Came off with pulse 90 and respira- 
tion 20, remaining conscious. The local 
anesthesia used was 1-400 novocaine and 
1-6 per cent urea and quinine. She talked 
along until about five o’clock, when she 
apparently went to sleep. At six o’clock the 
respirations were twenty-two and the pulse 
At six-fifteen respiration dropped 
I got 


eighty. 
to eight and the pulse to fifty-eight. 
to her at seven o'clock and then the pulse 
was about sixty and respiration around 


about fourteen. The pulse was regular and 
of good volume but slow ; no cyanosis, color 
mother was much 


her that the low 


good. The very 
exercised and I told 
respiration need not worry her at all; that 
it was not an unusual phenomenon, I 
stayed around on account of the mother 
probably twenty or thirty minutes. This 
pulse was the only thing that worried me. 
At the end of that time I again felt the 
pulse, which was about sixty and regular. 
While feeling the pulse she stopped breath- 
ing suddenly. I reached over and pulled 
her tongue out of her mouth, whereupon 
she immediately began to breathe and con- 
tinued to breathe regularly for 12 or 14 
respirations, when she stopped suddenly 
again. I pulled out tongue again, used 
artificial respiration, also oxygen but she 
never took another breath. 
expected on my part and it worried me not a 


Death was un- 


little, especially as I had not been using 
Dr. Crile’s method for any great length of 
time, although I could not by any flight of 


imagination attribute her death to three- 
eights of a grain of morphine and 1-150 of 
scopolamin. The operation began at two 
o'clock, she came off of the table at three- 
thirty and death occurred at seven-thirty or 
eight. 

Not having had a great many cases of 
bichlorid poisoning, I was at a loss in my 
mind as to whether the death was due to 
bichlorid poisoning. Although I feel that 
the woman was susceptible, I do not feel 
that bichlorid poisoning was the cause of her 
death. I believe it was cebrebral embolus. 

The only question remaining now is 
where she picked up the embolus. Did she 
pick it up from the burnt tissues of face and 
neck, or did she pick it up from the field 
of operation, or secondary ulceration in the 
big bowel from bichlorid absorption. 

I wrote Dr. George W. Crile regarding 
this patient and he replied that while he was 
intensely interested in the case at that dis- 
tance he felt that the individual was one of 
those people peculiarly susceptible to 
bichlorid of mercury and that there must 
have been some ulceration in the big bowel, 
following absorption, but the immediate 
cause of death was most probably embolism. 
I can not by any possible flight of imagina- 
tion suppose that death was due to the use 
of the morphine. 

The case is intensely interesting to me 
and I can not help but feel that although so 
unfortunate it should be intensely interest- 
ing to every man in the Society, especially 
those men who are doing and anticipating 
surgery under local anesthesia. 


Dr. J. G. DePuis, Lemon City: 

I would like to ask the essayist what kind 
of anesthetic he uses on little infants two 
weeks or two months old. 

Dr. Frederick J. Waas, Jacksonville: 

I have not been doing much surgery under 
local anesthesia, but I am so much impressed 
with Dr. Cole’s paper that I want to do 
more. | have a patient sixty-nine years of 
age, who has to have an operation for gall- 
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bladder and would like to know what would 
be the technique for doing this under the 
local anesthetic. I am so carried away with 
Dr. Cole’s work that I would like to know 
more about it. 


Dr. Mary Freeman, Perrine: 

I would like to ask Dr. Cole if it would be 
advisable to administer local anesthesia be- 
fore sending patients into the hospital or 
where they can have proper treatment. 
People who have been wounded in the coun- 
try are often sent to me and I send them to 
Miami, seventeen miles. I usually give them 
H. M. C. and atropine 1-150, or morphine 
% grain and atropine 1-100 grain. One 
case, gunshot wound in the abdomen, ha«l 
thirteen perforations of the intestine; an- 
other fifteen perforations of the intestine. 
The man with thirteen lived; the woman 
with fifteen died, though she lived five days. 
Would you give the local anesthesia before 
starting them on? 

Dr. J. S° McEwan, Orlando: 

I simply want to say that I enjoyed Dr. 
Cole’s paper very much. I think that the 
reason surgeons do not use local anethesia 
more is because they do not want to take the 
time and it certainly takes time to do 
surgical work under local anesthesia. My 
experience in the various clinics is that they 
do not take the time to use it and I will say 
also that I think in adults the use of, especi- 
ally those in poor condition, local anesthesia 
preceded with morphine and scopolamin is 
ideal. If we use local anesthesia without 
preliminary hypodermics we are going to 
take lots. more time and trouble and the 
shock causes a good many deaths. Dr. Cole 
did not give us information regarding the 
doses administered or how long he keeps 
children on the table when he is operating. 
It is the little ones that give most of us 
trouble. I experimented with quinine and 
urea hydrochloride but had.too many cases 
necrose. 

Dr. G. M. Chancey, Tampa: 
I am pleased to see the ever-widening field 
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for local anesthesia and to note the safety 
and efficiency with which modern local anes- 
thesia is now utilized in surgery. I would 
like further to ask if this local anesthesia 
supplemented with scopolamin and morphine 
is practical for prostatectomy. The opera- 
tion requires one to two hours, which is a 
good while for an old man. It is the bane 
of the old man, he suffers much from such 
trouble and when he comes to the age where 
his suffering begins we much prefer not to 
use ether or a general anesthesia. I am 
pleased to learn that such work can be done 
and that it is alike indicated in the surgery 
of children or any other age for that matter, 
where a local anesthesia is preferred. It has 
been my pleasure to see some extensive 
surgical work done in a few instances with 
local anesthesia without pain, on or about 
the same line that Dr. Cole pursues. I am 
pleased to learn in acute bronchitis with 
peritonitis and appendiceal abscess as 
complication in measles, etc., where general 
anesthesia is contra-indicated that local 
anesthesia can be instituted with safety. 


Dr. Raymond C, Turck, Jacksonville: 

If you will pardon me I would like to 
take exception to the last speaker’s state- 
ment that the operation of prostatectomy 
takes from one to two hours. This is one 
operation that has been so perfected that 
with the two-stage procedure mortality has 
been cut down to less than four per cent. 
No prostatectomy should take over thirty 
minutes. Rapidity is one thing that enters 
largely in the advantage of the two-stage 
method. Shock, both general and from 
anesthesia, is almost entirely eliminated. 
First, a supra-pubic cystostomy is done en- 
tirely under local anesthesia, the bladder is 
drained and irrigated, then in a week or ten 
days, after the bladder is in good condition 
and renal function has been re-established, 
supra-pubic prostatectomy is done through 
the incision which has been previously 
made. This should be done under local 


anesthesia and gas. With this method the 
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mortality has been reduced to about three 
per cent in all ages, and that is one thing 
that the men throughout the state and coun- 
try should get into their minds — that it is 
safer for a man to have a prostatectomy 
done than for him to lead a catheter life. 
Twenty per cent of all cases if not operated 
will die within three years; ninety-six per 
cent will live if operated, with freedom from 
danger and distressing urinary symptoms. 


Dr. M. G. Chancey, Tampa: 

I was not certain as to the choice of anes- 
thesia even yet indicated in prostatectomy. 
I understand it would be different in dif- 
ferent cases and different in the same 
individual at different times. I wanted to 
know if such an operation could be done 
exclusively under local anesthesia. I also 
desire to ask if a case of bi-lateral inguinal 
hernia could be operated on in an old man 
of seventy-two years, who has been wearing 
a truss twenty or thirty years and- whose 
hernia occasionally becomes strangulated 
and if the operation could be done exclu- 
sively under local anesthesia, and if so, 
would the matter of reduction be attended 
with any more difficulty than under general 
anesthesia. 


Dr. H. P. Cole (closing discussion) : 

In reply to Dr. Spratling’s query as to 
methods of local anesthesia infiltration in 
cranial operations, state that my experience 
has only involved the method of Hacken- 
brusch, a circular or pentagonal infiltration 
of the operation field beyond the limits of 
incision. This is accomplished with about 
60 to 90 c.c., of a one per cent solution of 
novocaine with adrenalin injected at several 
points and carried by the needle through 
the different layers to the periosteum, con- 
necting the various points of injection. 
Pressure of the tourniquet is not uncomfort- 
able as a rule. 

Observations on cranial surgery under 
local anesthesia are limited, at the time of 
my decompression no similar operations had 


been performed in America in so far as I 


am aware, in Europe about fourteen cranio- 
tomies had been reported. One is astonished 
at the complete absence of pain upon open- 
ing the cranium and dura, the periosteal 
innervation is derived from the overlying soft 
tissues, the innervation of the dura is nil, ex- 
tensive incisions are accomplished without 
pain. Local anesthesia of the scalp and 
periosteum undoubtedly diminishes the 
excitability of the cortical areas to electrical 
stimuli, this is one and almost the only dis- 
advantage of these operations under local 
anesthesia. This is offset by the advantages 
to be obtained in eliciting information from 
the conscious patient in response to experi- 
mental pressure, heat, cold and the like. I 
predict marked advances in our knowledge 
of the brain sensory areas through legiti- 
mate experimentation upon the conscious 
patient under local anesthesia. 

Replying to Dr. Hughlet, state that the 
usual solutions I use are one-half of one per 
cent novocaine containing three minims of 
adrenalin to the ounce, this for infiltrations, 
small amounts of one per cent solution for 
perineural infiltration and even two per cent 
solution in the brachial plexus or the large 
nerve trunks. These solutions are made 
fresh for each operation and are sterilized by 
boiling. Many other satisfactory solutions 
are in vogue, one might well become 
accustomed to the actions of a uniform solu- 
tion. As high as thirty grains of novocain 
have been used in the course of a two-hour 
operation without toxic symptoms. Where 
we are to use large amounts we consider 
morphine before and after operation a safe- 
guard and administer large amounts of 
water as an eliminant. Naturally large 
amounts of the solution ooze out of the in- 
cision and are not a factor of absorption. 

In reply to Dr. DePuis state that the half 
per cent solution suffices for infants, in one 
I used quinine and urea, this case required a 
few drops of chloroform inhalation. If the 
infant is starved for several hours before 
operation, it will direct its attention to the 














Ad 





nursing bottle rather than to the surgeon 
throughout the operation. 

In reply to Dr. Mary Freeman state that I 
feel it is always good surgery to give 
surgical cases morphine before transporting 
them for imperative operations. The 
prevention of shock is largely accomplished 
in this manner, where possible an injection 
of novocaine in the brachial plexus or sciatic 
should be made in cases of compound frac- 
tures of the limbs. As to gunshot wounds 
of the abdomen, of course only morphine 
avails before such transportations. 

In reply to Dr. McEwan state that in most 
of our cases we use a preliminary dose of 
morphine and in many it is used in combina- 
tion with scopolamin. In patients of fifty 
years, we usually give an eighth of 
morphine and one-two-hundredth of scop- 
olamin one hour before and a sixth of 
morphine and a two-hundredth of scop- 
olamin a half hour before operation. At the 
table a further small dose of morphine may 
be given. This suffices to produce complete 
twilight sleep in about one-third the aged 
cases. One should watch the respirations in 
these cases carefully, especially after opera- 
tion. I have seen the respiration as low as 
four in one case, an intravenous saline 
corrected the condition readily. Such cases 
should not have the chest lowered. Scop- 
olamin and morphine cases are certainly 
treacherous cases to administer ether to; 
should ether become essential to the comple- 
tion of the operation, it should be used most 
cautiously. 

In reply to Dr. Waas state that the local 
anesthesia technique of gall bladder cases 
is to be applied successfully only to the thin 
patients having stones or pus in the gall 
bladder, or in cases wherein a preliminary 
drainage of the gall bladder converts a 
serious risk into a reasonably safe risk for 
common duct surgery. Common duct work 
can only be done by supplementary gas or 
etlier administration. 

In reply to Dr. Chancey state that Dr. 
Turck has largely answered his question as 
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to prostatic surgery under local anesthesia, 
This work can be done absolutely under 
local anesthesia, either after the method of 
Lower; abdominal infiltration and local fill- 
ing of the bladder with alypin, or by injec- 
tion of the sacral plexus after the method of 
Lewin permitting a ready perineal operation. 
I have performed several cystotomies and 
removal of vesicle tumor by the abdominal 
route under local anesthesia. The prostatec- 
tomies have been done under spinal admin- 
istration of novocaine and more recently, 
stovaine. 

In regard to Dr. Chancey’s case, aged 
seventy-two, with bilateral inguinal hernia, 
state that this is the ideal case for local 
anesthesia, can be corrected with less shock 
and danger than under any other form of 
anesthesia. It is the typical case wherein 
the outcome rests on surgical judgment, that 
judgment usually hinges upon the choice of 
anesthesia. 





AN UNPUBLISHED CIRCUMCISION 
OPERATION, WITH MANIKIN 
ILLUSTRATIONS.* 

J. Harris Prerpont, M. D., 
Pensacola, Fla. 

Having witnessed on several occasions, 
while a student at college some twenty-eight 
years ago, the disappointing results of the 
old-fashioned operation of “pulling out and 
cutting off” the prepuce, I devised the opera- 
tion herein described, and used the subject 
matter for the preparation of my gradua- 
tion thesis in 1888. Since that time a num- 
ber of modifications of the above mentioned 
procedure have been made, but there are 
still many surgeons who practice the old 
method, and are often disappointed in the 
results attained. 

It is quite easy to overlook the fact that 
the dorsal portion of the prepuce is four or 
five times the length of the frenal, and also 
that frequent adhesions of the mucous mem- 





*Read before the forty-second annual meeting 
of the Florida Medical Association at DeLand, 
May 12-14, 1915. 
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brane to the glans, and the very loose con- 
nection between the skin and mucous mem- 
brane permits an easy pulling out of the 
dorsal portion of the prepuce which is 
opposed by an almost fixed and inelastic 
frenal portion. These anatomical facts 
easily explain why, even in the hands of 
experienced surgeons, sometimes too much 
or too little prepuce is excised, and the sur- 
geon has an imperfect operation to his credit. 

When the prepuce is pulled out and 
excised, it almost invariably follows that 
perfect coaptation of the mucous membrane 
and skin margins cannot be effected, and 
there is a consequent unevenness of the 
suture line. 

The operation here described, and shown 
on the manikin, removes the possibility of 


falling into error, even by the inexperienced 


surgeon. 

Assuming that asepsis and anesthesia 
have been produced, and the blood supply 
shut off, a plain thumb forceps blade is 
passed up between the glans and prepuce in 
the median line a distance of about three- 
fifths the distance between the meatus and 
corona. Taking the body of the forceps in 
the left hand and depressing it, the points 
which firmly grasp the tissues are elevated 
so that there is no danger of cutting in the 
glans when the first cut is made through 
the prepuce. Use a curved on the flat sharp- 
pointed scissors, serrated edges preferred, 
and make a transverse (semi-eliptical) cut 
through the prepuce, exposing the glans. A 
suture is then placed above in the median 
line, the ends of which are left long to aid 
in further manipulations. A second suture 
is placed just opposite the first in the margin 
of the lower segment which is also left long 
for holding the excised portion of the pre- 
puce in proper position. This second suture 
is a necessary part of the operation, because 
by its use the heavy prepuce is kept in 
normal position and the conformation of the 
parts are maintained. Otherwise there would 
be a dragging down of the prepuce with con- 
sequent stretching and distortion. 


A second snip of the scissors on either 
side following the line of the corona is made, 
and sutures taken well back of the margins. 
The snipping and suturing is continued 
alternately on either side until the line of 
‘incision is within an eighth of an inch of 
the median line of the frenum, leaving a 
quarter of an inch of prepuce. 

The dependent portion of the prepuce, 
which has been excised, is then allowed to 
drop over the glans, thus exposing the inner 
portion of the uncut frenal portion of the 
prepuce. A suture is then placed just within 
the lowest angle of the cut, the needle pass- 
ing through from within outward and re- 
inserted at the other cut angle from without 
to within. The frenal artery or arteries are 
thus securely tied, and troublesome hemor- 
rhage avoided. A final snip or two with the 
scissors severs the prepuce, and a continuous 
small size catgut suture brings the raw edges 
of the cut together, completing the operation. 

The manikins here presented will show in 
detail the successive steps of the technique 
above described. 

Instead of using the thumb forceps and 
scissors in making the primary incision, in 
adult cases, I employ a prepuce punch which 
was made for me by ‘Messrs. Knauth 
Brothers of New York. The blade of this 
instrument, however, is too much curved, 
the maker not having followed the descrip- 
tion sent him. The punch has an advantage 
over the scissors in cutting through the 
prepuce while it is in normal position, for 
there is some stretching of the parts even 
when using the thumb forceps and scissors. 





UTERUS DUPLEX WITH REPORT 
OF A CASE.* 

Joun S. McEwan, M. D., 
Surgeon to The McEwan Hospital, Atlantic 
Coast Line Ry. 

Orlando, Fila. 

Embryologically, the uterus and vagina 
are formed by the fusion of the two Mul- 


*Read before the forty-second annual meeting 
of the Florida Medical Association, at Deland, 
May 12-14, 1915. 
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lerian ducts, the union taking place from 
below upward. Lack of fusion at any point, 
or throughout the length of the two canals, 
explains almost all of the anomalies that are 
observed, and rudimentary development of 
one duct will account for the balance. All 
degrees of lack of fusion are to be noted, 
there being one case on record where two 
complete, but single and distinct parturient 
canals with two vulve were formed, uterus 
didelphys, and it is not rare to find the 
fundus uteri indented in the middle—the 
uterus arcuatus, which is just the indication 
of the upper end of the line of fusion of the 
two ducts. 

In the double uterus we have a rare condi- 
tion, in which the ducts (Muller’s) do not 
unite at all, and consequently, there are two 
separate uterine cavities and one or often 
two vaginas; each body has its tube and 
ovary. This is a retrograde form corre- 
sponding to that of the lowest mammalia. 
The short, broad ligament connects diverg- 
ing bodies. It is said that ovulation in these 
cases occurs in one ovary one month, and 
in the other the next. Up to 1889, 230 cases 
of wholly double uteri and 144 of double 
vagina have been cited by an observer, and 
in a review of the literature up to 1913 there 
have been 330 cases of double uterus and 230 
of double vagina. These numbers, however, 
cannot be an accurate estimate of the cases 
actually occurring since this condition of 
reduplication is most easily overlooked. 





The special dangers of the double uterus 
are: Multiple pregnancies, with attendant 
dangers and sequel, among the 330 cases 
there were twins 39 times and triplets twice, 
also 10 cases of rupture, for with a double 
uterus the danger of rupture is greatly in- 
creased, especially since one uterus is fre- 
quently undeveloped. Where the two uteri 
are more or less widely separated, the other 
becomes a source of danger when the one is 


impregnated. 


Hematocalpos, owing to the stenosis of 


the cervix. Menorrhagia, unilateral atresia, 
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dyspareunia, double vaginitis or endome- 
tritis, obstruction to labor by the retroverted 
non-gravid half, obstruction due to the 
vaginal septum and retained and _ undis- 
covered products of conception in one half 
in cases of double pregnancy. Both sides 
of the uterus may be pregnant at the same 
time, with the foetus in each at the same 
time or a different period of development. 
The occurrence of a double pregnancy of 
different periods in a uterus septus probably 
explains the so-called cases of superfetation. 
One case is reported by Gemmell and Patter- 
son, of a woman with a duplication of 
bladder, uterus, vagina, and vulva, who 
successively conceived and gave birth to a 
child from each genital canal. 
Case report. Mrs. H. 
history, 


Age 24 years. 


Family and _ personal negative. 
Menses began at twelve years, seven-day 
type; no pain, irregular, lasting two to five 
Married at seventeen years, preg- 


Had a miscarriage at 


weeks. 
nant immediately. 
five months ; two months later became preg- 
nant again. This time miscarried at eight 
months. Menstruated every two weeks 
during the next year, pregnant again at the 
end of the year, carried the baby eight 
After this 
had menses every two weeks for years. Was 


months and miscarried again. 


not well, and upon recommendation of a 
neighbor, went to a sanitarium for treat- 
ment. The doctor examined her, told her 
she needed an operation, curetted her, sewed 
up the neck of her womb, and told her after- 
ward that she had a peculiar cervix. She 
stayed there two weeks and came home; did 
not menstruate for five weeks, then menses 
began and she flowed continually for six 
weeks, or until I saw her. 

Upon a vaginal examination I found a 
double cervix bleeding from one side and 
the other side showing traces of an old 
trachelorrhaphy. There were two distinct 
masses in her pelvis, one extending towards 
the right side and one on the left. 


Blood 


examination. Red blood cells, 
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3,425,000; white blood cells, 12,000; 


hemaglobin, 50 per cent. 
Urine examination. Acid, 1.020; albumin, 
negative; sugar, negative; microscopically, 


negative. 

Under anesthesia, I curetted the uterus 
which was bleeding, and found she was 
having an abortion on that side. Opening 
up her abdomen, I found two distinct uterine 
bodies, each with its own tube and ovary, 
and not connected except with the cervix. 
We removed the right uterus, attached the 
broad ligament, round ligament and tube to 
the left uterus, this being easily brought 
This left the left 


uterus in a very good position, nearly in 


over to the median line. 


the median line. 

She made an uneventful recovery. Four 
weeks after operation her menses began, 
They have been regular, 
She has gained in 


lasted seven days. 
every four weeks, since. 
flesh and is well, better she says, than she 
has been in years. 

Bibliography. 


Acher, A. E.: Pregnant Double Uterus. Journal 
A. M. A., 1911, Vol. 57, p. 213. 

Andrews, F. T.: Malformation of the Uterus. 
Milwaukee Med. Jour., 1900, Vol. 8, p. 193. 

Bell, W. B.: A Case of Rudimentary Uterus 
Didelphys, with Ectopia of Each Uterine Body in 
an Inguinal Hernia Sac; with Some Remarks on 
the Development of the Female Genital Organs. 
Proc. Royal Soc. Med., 1908-9, Vol. 2, Obst. and 
Gynec. Sec., p. 311. 

serkeley, Comyns, and Bonney, Victor: The 
Difficulties and Emergencies of Obstetric Practice, 
pp. 571-575. London, J. and A. Churchill, 1915. 

Blackwood, W. R. D.: Double Uterus and 
Vagina. New England Med. Monthly, 1906, Vol. 
25, p. 1. 

Blair, J.: Double Uterus and Double Vagina. 
British Med. Jour., 1906, Vol. 2, p. 364. 

Bonney, V.: A Case of Double Uterus and 
Vagina in Which Total Hysterectomy Was Per- 
formed. Arch. Middlesex Hospital, 1911-12, Vol. 
24, p. 31. 

Campbell, J. A.: An Interesting Case of Double 
Uterus. New York Med. Jour., 1909, Vol. 90, p. 
311. 

Cole, H. P., and Kimbell, I.: Duplex Uterus. 
South. Med. Jour., 1912, Vol. 5, p. 384. 

Conant, J. B.: Fibroid Uterus Didelphys. New 
York State Med. Jour., 1911, Vol. 11, p. 33. 

Duffield, W. L.: Double Pregnant Uterus Com- 
plicated by Pyosalpinigitis and Appendicitis. Long 
Island Med. Jour., 1914, Vol. 8, p. 277. 

DeLee, Joseph B.: Principles and Practice of 
Obstetrics, p. 509. 


Edgar, J. Clifton: Practice of Obstetrics, pp. 
265-269. Philadelphia, 1912. 

Edward, Mary L.: Dystocia in a Case of Uterus 
Didelphys. Amer. Jour. Obstet., 1912, Vol. 66, p. 
728. 

Frazier, Charles H.: Duplex Uterus (Didel- 
phys). Jour. Amer. Med. Asso., April 13, 1912. 

Gemmell, J. E. and Paterson, A. M.: Duplica- 
tion of Bladder, Uterus, Vagina and Vulva, with 
Successive Full-Time Pregnancy and Labour in 
Each Uterus. Jour. Obstet. and Gynec. British 
Empire, 1913, Vol. 23, p. 25. (See also p. 139.) 

Giles, A.: A Case of Uterus Didelphys, with 
Observations on the Clinical Importance of This 
Malformation. Transac. Obstet. Soc. of London 
(1895), 1896, Vol. 37, pp. 301-335. 

Grad, H.: Fibroid In a Double Uterus. Amer. 
Jour. Obstet., 1914, Vol. 69, p. 132. 

Hare, C. H.: Double Uterus and Vagina. Bos- 
ton Med. and Surg. Jour., 1903, Vol. 148, p. 441. 

Hirst, Barton Cooke: A Text Book of 
Obstetrics, pp. 46-50; 562-563. Philadelphia, 1912. 

Hunter, C. H.: Double Vagina and Uterus. 
Northwest. Lancet, 1904, Vol. 24, p. 34. 

Jardine, Robert: Clinical Obstetrics, pp. 436- 
441. London, 1910. 

Jellinghaus, C. F.: Multiple Pregnancies in 
Double Uteri, with report of a Case of Uterus 
Didelphys Containing a Simultaneous Full-Term 
Pregnancy in Each Uterus. Bull. of Lying-in- 
Hospital. New York, June, 1908, Vol. 5, p. 37. 

Johnson, George B.: A Case of Uterus Didel- 
phys, with Delivery of Full-Term Child by 
Czsarean Section from One Organ and Hyster- 
ectomy of Other for a Large Myoma. Transac. 
Southern Surg. and Gynec. Asso., 1904, Birming- 
ham, 1905, Vol. 17, p. 505. 

Johnson, J. E.: Uterus Duplex. Memphis Med. 
Monthly, 1902, Vol. 22, pp. 520, 521. 

Kelly, H. A.: Abdominal Pan-Hysteromy- 
omectomy in a Case of Double Uterus and Vagina. 
In his: Stereo-Clinic, 1910, Sect. 4, pp. 2-21. 

Lawrence, C. S.: Double Uterus and Vagina. 
South. Med. Jour., 1913, Vol. 6, p. 477. 

Macgregor, G. S.: Three Cases of (So-Called) 
Double Uterus, with a Table of One Hundred 
Collected Cases. Glasgow Med. Times, 1907-8, 
Vol. 27, p. 69. 

Perkins, J. M.: 
Uterus, with Removal. 
1907-8, Vol. 27, p. 69. 

Reid, W. L.: A Case of So-Called Double 
Vagina and Uterus: Operation. Glasgow Med. 
Jour., 1894, Vol. 42, p. 52. 

Scott, N. Stone: Czsarean Section in Double 
Uterus and Double Vagina. Amer. Jour. Obstet., 
March, 1913, Vol. 67, p. 519. 

Shoemaker, G. E.: A Double Uterus with 
Laceration of the Cervices. Ibid, 1910, Vol. 61, 
p. 454. 

Smith, George R.: Uterus Duplex cum Vagina 
Bipartita. New York Med. Jour., May 16, 1914. 

Sprigg, W. M.: Case of Double Uterus and 
Double Vagina. Amer. Jour. Obstet., 1895, Vol. 
32, p. 78. (Discussion, p. 116.) 

Stealy, J. H.: Double Uterus: Report of Case. 
Illinois Med. Jour., 1912, Vol. 21, p. 719. 

Turner, G. G.: Double Uterus with Intrauter- 
ine Polypus and Infected Ectopic Gestation. 


Report of a Case of Double 
Denver Med. Times, 








48 


Northumberland and Durham Med. Jour., 1909, 
Vol. 17, p. 118. 

Wagner, C.: Double Uterus witii Double 
Cervix and Partially Double Vagina. Amer. Jour. 
Obstet., 1903, Vol. 47, p. 227. 

Walker, J. E.: Absence of Vagina: Double 
Uterus: Report of a Case. Amer. Jour. Surg., 
1906, Vol. 20, p. 333. 

Ward, J. M.: Uterus Didelphys Found with a 
Pyosalpinx. Amer. Jour. Obstet, 1902, Vol. 45, 
p. 50. 

Wells, B. H.: The Clinical Significance of 
Developmental Duplications of the Uterus and 
Vagina. (A description of 112 cases, many of 
them being instances of duplex uterus and double 
vagina. Ibid, 1900, Vol. 41, pp. 317-365. 

Wiltsie, S. F.: Double Uterus and Absence of 
Vagina. Northwest Med., 1909, Vol. 7, p. 186. 





ECLAMPSIA AND ITS TREATMENT.* 


FREDERICH J. Waas, M. D., 
Associate in Obstetrics, St. Luke's Hospital, 
Jacksonville, Fla. 


It is doubtful if any consideration of 
disease therapy presents a wider diversion 
of opinion and ideas than that involved in 
the discussion of eclampsia and its treat- 
ment. Our ignorance of the true etiology of 
the disorder combined with the altogether 
empirical treatment now in vogue, is alone 
responsible. On the one hand, we have the 
advocates of strict conservatism and on the 
other, the advocates of immediate, radical 
operative treatment. We are now beginning 
to realize that all the symptoms incident to 
gestation are secondary to some substance 
or substances circulating in the maternal 
blood stream, which have their origin in 
the products of conception; that is from the 
fetus or placenta, or from the rapidly-grow- 
ing uterus. The severity of the symptoms 
depend upon the quantity of these sub- 
stances thrown into the circulation and on 
the ability of the mother to react to them. 
Heretofore all our investigations were 
directed to the changes found in the kidneys, 
liver and even the brain, and the symptom- 
complex was attributed to the alteration of 
function in these organs. The pathological 
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changes found in the various organs in 
patients who succumb to eclampsia are at 
present considered secondary to the effects 
produced by foreign substances circulating 
in the blood. The nature and exact origin 
of these substances are as yet not definitely 
known. The preponderance of clinical in- 
vestigation, however, points to the fact that 
these symptoms of intoxication are due to 
a protein substance found in the blood 
streams of pregnant women and are never 
found in the non-pregnant state. 

The whole range of the toxemias of 
pregnancy and especially eclampsia should 
be viewed from the point of view of the 
overcharged with 


maternal circulation 


foreign protein substances. In eclampsia 
we have many clinical manifestations point- 
ing to this. The sudden onset of symptoms 
and their sudden disappearance, the sudden 
changes found in the urine and their sudden 
disappearance, the greater frequency of 
toxzmias in primiparas and the fact that 
eclampsia is more frequent in twin preg- 
nancies tend to prove that these manifesta- 
tions have their origin in the fetus and 
placenta. Wolff Eisner has proved positively 
that during pregnancy foreign protein sub- 
stances are continually thrown into the 
circulation of the mother and that these 
substances under certain conditions bring 
about a state of eclampsia. He contends 
that eclampsia must be considered as the 
rarest and the most severe form of those 
symptoms dependent on the absorption of 
foreign albuminoids. The concensus of 
opinion will ultimately establish the fact that 
the toxemias of pregnancy are invariably 
due to a disturbed metabolism or to be more 
exact, according to Rongy, “a loss of met- 
abolic equilibrium in the mother produced 
by some foreign substance originating in 
the fetus or placenta.” Normally these 
foreign substances are neutralized by the 
formation of anti-bodies and therefore no 
harmful effects result in the majority of 


cases. If, however, the mother is unable to 
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produce a sufficient amount of anti-bodies 
or, on the other hand, if the production of 
the foreign substances is disproportionately 
great, the equilibrium of the maternal 
metabolism is disturbed, resulting in one of 
the forms of toxemias, Our success in the 
treatment of these conditions must depend 
primarily on the ability to recognize the 
premonitory signs and symptoms which are 
always present as a danger signal. 

If we are able to recognize the definite 
pre-eclamptic stage, we may be able to 
prevent some cases of eclampsia. Some of 
the definite symptoms that usually suggest 
the pre-eclamptic stage are headache, dim- 
ness of vision, slight epigastric pain, an 
appreciable rise in blood pressure and ap- 
These 


attended to 


pearance of albumin in the urine. 
promptly 
terminate in eclampsia with all its accom- 


symptoms unless 
panying pathologic complications. 
Treatment. The great advance of surgery 
in recent years and the safety with 
which entrance into the peritoneal cavity 
has been made, very naturally opened a new 
field for the relief of this condition. So 
quite naturally the treatment of eclampsia 
soon became a bone of contention for those 
holding opposing views. The maternal and 
fetal mortality has always been so great that 
the obstetrician was very eager to avail 
himself of a procedure, radical in nature, but 
surgically, apparently, correct and based on 
sound reasoning. This brought forth two 
distinct groups of men; those advocating 
immediate emptying of the uterus either by 
vaginal or abdominal Cesarean section, and 
those who adopted the watchful waiting 
policy and treating convulsions instead of 
striking at the cause by immediately 
terminating pregnancy. We cannot treat 
all cases of eclampsia alike, that is, we can 
not treat them dogmatically, no two cases 
are exactly alike, we cannot have a general 
tule but have to individualize our patients 
to a certain extent. It would be very poor 
judgment to maintain that every case of 


radical 
A . . . 

surgical procedure, just as it would be 

wrong to assume that all cases of eclampsia 


eclampsia should be treated by 


must be let alone, and treated medically. It 
being the concensus of opinion that eclamp- 
sia' is produced by some toxic substance 
circulating in the maternal blood, the origin 
of which is most probably in the products 
of conception, in order to cure the patient 
we must remove the cause by terminating 
pregnancy. By the interruption of preg- 
nancy we, in a majority of cases, tend to help 
accomplish what nature has already started 
to do, as we all know in a great many cases 
of eclampsia nature tries to relieve herself 
of the intoxication by causing labor to set in. 
In the management of all obstetrical condi- 


tions there is an underlying principle, namely 


that our treatment should as far as possible 
imitate the natural processes which take 
place during labor and any radical departure 
from normal will tend to endanger the life 
of the patient. The method usually adopted 
depends on the period of gestation and the 
rapidity with which delivery has to be 
terminated as evidenced by the clinical signs 
and symptoms. In cases in which labor has 
set in delivery may be completed by manual 
dilatation or by dilating bags followed by 
forceps or breech extraction. On the other 
hand the explosive cases are much to be 
feared, they require heroic measures. The 
patient who presents albuminuria of slight 
or moderate degree with few or no Kidney 
elements and no uremic symptoms at a time 
before the viability of the child, should have 
close observation, restricted diet and an 
purge of calomel. This will 
usually carry. the case along nicely. 


occasional 
In a 
patient who, before the viability of the child, 
has a marked albuminuria and with a 
reduced quantity of urea and urine, but no 
uremic symptoms, we have a much more 
severe problem, for uremic symptoms with 
high blood pressure may occur at any time. 
Purgation and restricted diet, rest in bed and 
close observation with plenty of elimination 








50 
may clear up the condition. We now come to 
the condition in which the child is viable and 
there is a severe and increasing albuminuria 
and many uremic symptoms, as shown by 
partial blindness, headache, convulsions and 
even coma; if coma has not set in, and 
absolute rest, calomel, lavage of stomach 
and rectum, morphine, chloral hydrate, 
veratrum viride and a milk diet have no 
effect in staying the symptoms, we should 
induce labor. Time is an important factor 
and if we miss our chance at an early induc- 


tion of labor, convulsions and coma may 


supervene and we will be forced to a 


Cesarean section. 

The time has now come when we must 
empty the uterus and do so with as little 
injury to the mother as possible. When 
convulsions have supervened the classical 
Cesarean section has been my choice. If 
there are lucid intervals and the patient looks 
and acts sensibly you may make efforts to 
carry her along by the use of the usual 
medication outlined above; when, however, 
we have no lucid intervals and coma is deep 
and lasting in spite of blood letting, it is a 
good rule to proceed to a Cesarean section 
because it offers the mother and child the 
best chances for life and is the least mutilat- 
ing of all procedures for the mother. In this 
class of cases abdominal section has a 
definitely useful field; while it may add a 
slightly additional risk to the mother, the 
margin of safety for the child is so great that 
to my mind it justifies the procedure. 
Vaginal Cesarean section in these cases 
should never be the operation of choice, for 
the operator may encounter many obstacles 
which will complicate the operation and 
which at the same time endanger the life of 
the child. These patients in order to have 
the best chance for recovery must be 
delivered in a minimum time and with the 
least possible trauma. This is not usually 
accomplished by adopting the vaginal route. 
A forcible delivery by vagina, subjects the 


patient to no end of severe and incurable 
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injuries and usually kills the child. Forcible 
delivery or dilatation, no matter how accom- 
plished, means injury to the cervix, broad 
ligament, vagina and the pelvic floor, and is 
generally beyond repair. Before closing my 
paper I must say a few words regarding 
post-partum eclampsia. As a rule I worry 
very little about the symptoms of eclampsia 
coming on after delivery, they frequently 
occur and the reason is that the resisting 
power of the mother is more or less lowered 
and, as a rule, we may have the same amount 
of the foreign protein element present in the 
maternal circulation, but fortunately the 
toxicity is not so great and the exciting 
cause is removed you resort to elimination 
and the use of veratrum viride and will in all 
probability bring your patient around nicely. 
Blood letting plays an active part in the 
treatment of postpartum eclampsia. 
3006-8 Professional Building. 





PROPAGANDA FOR REFORM. 


TANLAC.—Tanlac (The Cooper Medicine 
Co., Dayton, O.) is a “tonic and system 
purifier” and is exploited to the public by 
means of extravagant and absurd claims. 
From an examination made in the A. M. A, 
Chemical Laboratory it appears that Tanlac 
is essentially a vinous extract which con- 
tains 15.7 per cent absolute alcohol by 
volume, a bitter drug (such as gentian), an 
emodin-bearing drug (such as buckthorn, 
rhubarb or cascara), a berberine-bearing 
drug devoid of hydrastine (such as berberis 
aquifolium), glyeyrrhizic acid (from 
licorice), and flavored with wild cherry and 
to which has been added a relatively large 
proportion of glycerin. The “Tanlac Laxa- 
tive Tablets,” which accompany Tanlac, con- 
tained phenolphthalein. (Jour. A. M. A, 
June 5, 1915, p. 1930.) 

Lerso.—The A. M. A. Chemical Labor- 
atory found this to contain bromides, 
equivalent to 51 grains potassium bromide 
per dose of one-half ounce. (Jour. A. M. 
A, June 12, 1915, p. 2006.) 
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DR. WARREN’S LETTER TO STATE 
SENATOR DR. J. N. FOGARTY. 


We publish in this issue of THE JouRNAL 
a letter from Dr. E. W. Warren, a member 
of the Committee on Legislation and Public 
Policy of the Florida Medical Association, 
to State Senator Dr. J. N. Fogarty, Chair- 
man of the Senate Committee on Public 
Health in the last state legislature. This 
letter is one of inquiry from one public ser- 
vant to another and certainly received the 
courtesy of a reply—none was received. 

Senator Fogarty was urged by numerous 
letters and telegrams from physicians and 
laymen of the state during the session of the 
legislature to present the Medical Practice 
Act to the Senate, and during the last week 
of the session was overwhelmed by tele- 
grams, begging him to call the measure be- 
fore the Senate even if he thought it would 
meet ignominious defeat. The Committee 
on Legislation and Public Policy wished to 


have an expression of opinion of the State 


Senate on the measure, as the House of 
Representatives had passed it with some 
amendments. 

Senator Fogarty, as far as we are advised, 
has never replied to-any of these messages 
or given any reason for his action in allow- 
ing the bill to die in his committee. 

The medical profession of Florida, we 
believe, is entitled to an answer from the 
Senator relative to his attitude in this matter 
and the columns of THe JouRNAL are open 
to him for reply. 





BIOLOGICAL PRODUCTS 

At a recent meeting of the Duval County 
Medical Society a committee consisting of 
Dr. Charles E. Terry, Dr. J. D. Love and 
Dr. M. B. Herlong was appointed to in- 
vestigate the manner in which the drug 
houses of Jacksonville handle biological 
products and Bulgaria tablets or suspen- 
sions. The committee has since handed in 
their report, which is so complete and of 
such interest to the readers of Tur JouRNAL 
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that we are pleased to publish the summary 
accompanying the report which gives a list 
of the drug houses carrying a stock of bio- 
logic products and Bulgara tablets or sus- 
pensions, and indicating whether or not the 
products are kept on ice. The firms marked 
with an asterisk purchase direct from the 


manufacturer; those not so marked pur- 
chase through jobbers: 
In Ice Box. 
Bettes Pharmacy.* 
J. D. Boone.* 
Thos. Clarke. 
Eccles & Co. 
S. E. Smalls.* 
Gary’s Pharmacy.* 
R. W. Bennett.* 
W..D. Jones.* 
Cherry’s Pharmacy. 
Hogan Street Pharmacy.” 
Groover-Stewart Drug Co.* 
MeDonald.* 
Not In Ice Box. 

MeNeil’s Pharmacy. 
Subway Drug Co.* 
S. Dunlap. 
Imperial Drug Co.* 
Duval Pharmacy. 
Norton’s Pharmacy. 
Davidson & Withers. 
Quaintance & Baines. 
Adams Street Pharmacy. 
H. R. Thomas. 
Paschal & Paschal.* 
Hays Pharmacy.* 
Highway Pharmacy.* 
Southern Drug Co.* 





VACCINE THERAPY IN TYPHOID 
FEVER. 

“Tt is difficult to arrive at a just estimate 
of the value of vaccines in the treatment of 
typhoid fever, because the evidence for and 
against their use is derived from two widely 
different sources. From a theoretical stand- 
point, such a procedure has little justifica- 
It is well known,” says The Journal 


tion. 
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of the American Medical Association, “that 



























































there is an extensive invasion of the blood f 
by the infecting organism early in the course \ 
of the disease, and it seems reasonable to p 
assume that these invading organisms n 
furnish sufficient antigenic stimulus to cause tl 
the maximum antibody formation. On the th 
other hand, if this antibody formation is of 
delayed early in the course of the infection, re 
vaccines may be of value in stimulating such Ww 
a response. In the field of clinical medicine, ty, 
many observers have reported striking 
results from the use of vaccines, and it is ha 
the common opinion of these clinicians that ob 
they are efficacious in the treatment of str 
typhoid fever. nik 
“The clinical data in the literature per- gre 
taining to this phase of the treatment of but 
typhoid fever has recently been reviewed by §0c 
Krumbhaar and Richardson of Philadelphia. bac 
This analysis includes more than 1,800 cases, met 
and in 95 per cent of these, favorable results gen 
were observed. Thirty-five of the thirty- cine 
nine observers concluded that the vaccine thei 
was useful as a therapeutic measure. In effic: 
almost all instances, the course of the infec- how 
tion was favorably influenced, and in many with 
series the mortality was reduced. In a type 
series treated by Petrowitch, the mortality dosa; 
was 3.2 per cent, as compared with 8 per inves 
cent in 220 unvaccinated patients. Krumb- and « 
haar and Richardson used vaccines in the McA 
treatment of ninety-three typhoid patients in equal 
the Pennsylvania Hospital during the past Krun 
three years. Their results were so promis- lion a: 
ing that they consider the use of vaccines doses 
an important procedure in the routine treat- that tl 
ment of the disease. The symptoms were cases | 
rarely altered beyond a transitory rise in dosage 
temperature ; but relapses and complications eral ¢ 
were diminished in frequency, and when patient 
vaccine treatment was instituted early in the vaccine 
course, there seemed to be a favorable in- safety, 
fluence exerted on the intensity of the infec- the rer 
tion. Since agglutination is often absent from t 
during the first two weeks of the attack, @ Y@¢cind 
these investigators assume that antibody he was 
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formation is often delayed, and that by the 
use of vaccines an early activity of this 
process can be brought about. The experi- 
ments of Gay and Claypole also suggest that 
there may be a hyperleukocytosis following 
the injection of a vaccine during the course 
of typhoid fever. Should these experiments 
receive confirmation, a good theoretical basis 
would be afforded for vaccine therapy in 
typhoid. 

“The type and dosage of the vaccine have 
had no apparent influence on the results 
obtained. Sensitized vaccines have been 
strongly advocated by Besredka, Metch- 
nikoff, Garbat and others, and on theoretical 
grounds such vaccines would be favored ; 
but the majority of investigators have had 
good results with dead 
bacteria prepared according to Wright’s 
method. Although autogenous vaccines 
generally have been preferred, stock vac- 
cines prepared from organisms selected for 


suspensions of 


their high agglutinogenic power have been 
efficacious in the hands of many. Reports, 
however, have been so uniformly favorable 
with all preparations, that it seems as if the 
type used is of secondary importance. The 
dosage has also varied widely with different 
investigators. Semple, Waters, Petrowitch 
and others used small doses, while Foster, 
McArthur, Fletcher and Meakins obtained 
equally with large doses. 
Krumbhaar and Richardson gave 500 mil- 


good results 
lion as an initial dose and two or three larger 


doses at short intervals. They conclude 
that their results were more favorable in the 
cases in which large doses were given. The 
dosage, however, must be gaged by the gen- 
eral condition of the patient. When the 
patient is very toxic, only small amounts of 
vaccine can be used with any degree of 
safety. Previous mention has been made of 
the remarkable results obtained by Ichikawa 
from the intravenous injection of sensitized 
Using this method of inoculation, 
he was able to produce a rapid drop in the 


temperature to normal and often an early 


vaccines. 


cases, mild intestinal 


recovery. In _ his 
hemorrhages occurred in a few instances 
following the injections; but these hemor- 
rhages were no more numerous than in the 


unvaccinated patients. Subsequent investi- 
gators also report favorable results from 
the intravenous method of administration of 
the vaccine, but they strongly emphasize the 
danger of a severe general reaction in some 
instances. Signs of collapse, severe 
diarrhea and intestinal hemorrhages are 
complications which have occurred simul- 
taneously with the rapid fall in temperature, 
and in a few instances there was an unfavor- 
able termination. The ultimate value of this 
method of administration of vaccines, there- 
fore, is a question which further observa- 
tions must determine. 

“Including the recent encouraging reports 
of Goldscheider and Anst, Rheim and 
others, the clinical evidence now at hand is 
derived from careful observations on about 
3,000 cases of typhoid fever treated with 
vaccines. In almost all instances, it seems 
that some degree of favorable influence 
could be noticed from their The 
observations of Elmer indicate that vaccines 
will not prevent the attack, once infection 
has begun; but it seems probable that their 


use, 


use early in the course of the disease 
modifies the duration and intensity of the 
attack. Furthermore, in complications, 
especially localized typhoid infection such 
as periostitis and cholecystitis, and in the 
treatment of typhoid carriers, vaccines are 
of limited value. In local infections in which 
there is a secondary invading organism, as 
in pneumonia and otitis media, typhoid 
vaccines are probably contraindicated. 
“Careful bacteriologic and serologic 
study is an essential prerequisite to vaccine 
therapy, which requires an exact etiologic 
and early diagnosis. Before the question of 
the efficacy of this form of treatment can 
be settled fully, the mechanism of the action 
of vaccines in generalized infections needs 
to be better understood; obviously, this is 
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a problem in the field of experimental 
medicine. In the meantime, the results at 
hand, which indicate that, used with discre- 
tion, vaccines not only do no harm, but also 
may be of benefit, should stimulate to fur- 
ther and careful observations.” 





INTERPRETATIONS UNDER THE 
HARRISON NARCOTIC LAW. 


“Treasury decision 2213, issued June 7th 
by the commissioner of internal revenue, 
establishes a new ruling on Section 6 of the 
Harrison Narcotic Law, the section exempt- 
ing certain proprietary preparations from 
the operations of the law. The section 
provides that preparations and remedies 
which do not contain more than 2 grains of 


opium or more than one-fourth grain of 
morphin or more than one-eighth grain of 


heroin or more than one-eighth grain of 
codein, etc., shall be exempt from the provi- 
sions of the act. The decision discusses the 
question as to whether or not ‘prescriptions’ 
come within the definition of ‘preparations’ 
or ‘remedies’ as given in the act. The com- 
missioner says: 

“*The word “preparation” as generally 
used and understood means ready-made or 
prepared medicines, and the word 
“remedies” means that which cures or is 
efficacious in a specific disease or diseases 
under all conditions, while the term “pre- 
scription” is the written directions or recipe 
of a physician for the compounding or 
preparing of a medicine and directions for 
its use to meet the existing conditions in 
the case of a particular patient.’ 

“Under this interpretation,” says The 
Journal of the American Medical Associa- 
tion, “the holds that the 
exemptions in Section 6 do not apply to 
prescriptions written by registered physi- 
cians unless such a prescription is written 
for a preparation or remedy prepared in 
accordance with the U. S. Pharmacopeia, 
National Formulary or other formula, or for 
a ‘remedy or preparation’ prepared under 


commissioner 
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private or proprietary formula, carried in 
stock by a dealer, which may be dispensed 






















































without a ‘prescription.’ Accordingly, the ( 
commissioner directs that every prescription t 
containing a narcotic drug in any quantity, ‘ 
unless it is for a preparation prepared in c 
accordance with the U. S. P. or National a 
Formulary, must have indicated on the m) 
prescription the name and address of the ti 
patient, the date, the name and address of of 
the physician and his registry number. Such st 
prescriptions can not be refilled, and must la 
be kept on file by the druggist filling them pr 
for a period of two years. fo 
“This ruling draws exactly the same line a 
in medical preparations that exists between to 
ready-made clothing and clothes made to tio 
order. A preparation which is put up in , 
accordance with a distinct formula and % 
which is recognized as a definite preparation ng 
is exempt, provided it contains less than the Ha 
minimum quantity of drugs. A physician’s oe 
prescription, being written to order for an sho 
individual patient for a specific purpose, is not 
not exempt, no matter how small an amount the 
of the prescribed drugs it may contain. The and 
practical effect of this decision is, that under med 
it, physicians must include, in all prescrip- rad 
tions containing any opium or cocain or any the 
of their derivatives, the name and address W it] 
of the patient, the date, and the name, am, 
address and registry number of the physi- ro 
cian. Phys: 
“At first glance, this decision will doubt- 
less impress physicians as being a discrimi- THE 
nation against them and in favor of propri- Fo. 
etary preparations. This is true, but it is much 
because the law, as it passed congress, dis- of ba 
criminated against physicians and in favor @ minor 
of ‘patent medicine.’ Section 6 of the Hat-@ bakin, 
rison law represents the political influence whole: 
of the ‘patent medicine’ manufacturer inf ing pe 
congress. It should never have been im @ tion j. 
cluded in the law. Its insertion weakened effects 
the law and was due solely to the inability To thj 
of the members of congress to resist thef that 
pressure from ‘patent medicine’ interests liberat 
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This section must be repealed; so long as it 
stands, the Treasury Department has no 
choice but to enforce it. To use an exemp- 
tion clause drafted at the dictation of the 
‘patent medicine’ interests to exempt physi- 
cians’ legitimate prescriptions would be an 
absurdity. There should be no exemptions 
of any kind under this law. Every prepara- 
tion of any kind, containing any amount of 
opium or cocain or any of their derivatives, 
should be subject to the operation of the 
law. Physicians have never asked that their 
prescriptions should be exempt. The demand 
for such exemptions comes solely from the 
proprietary and ‘patent medicine’ interests; 
to satisfy these interests, the special exemp- 
tion was made. 

“It has often been said that the best way 
to repeal unwise laws is to enforce them, 
rigidly and impartially. Section 6 of the 
Harrison law should be repealed at the 
earliest opportunity. Until this is done, it 
should be enforced. Physicians certainly do 
not wish to have their prescriptions put in 
the same category as ‘patent medicine’ fakes 
and frauds. Let the dope containing ‘patent 
medicine’ stand on its own merits, if it has 
any, and let it be distinctly separated from 
the prescriptions of reputable physicians. 
With this understanding of the recent deci- 
sion, the position of the Treasury Depart- 
ment should receive the approval of all 
physicians.” 





THE BAKING-POWDER PROBLEM. 


For a number of years there has been 
much discussion with regard to the effects 
While 


minor objections have been urged against all 


of baking powders on the health. 


baking powders, the principal charge of un- 
wholesomeness has been made against bak- 
ing powders containing alum. This objec- 
tion is based primarily on the injurious 
effects of large quantities of aluminum salts. 


To this objection the answer has been made 


that the process of decomposition which 
liberates the leavening gas when alum bak- 


ing powder is used, produces an oxid of 
aluminum which is insoluble, and hence not 
injurious. For the facts in this matter to be 
fully understood, it must be remembered that 
the so-called alum now used in baking 
powder is not the alum used in medicine, be- 
ing a sodium alum (sodium aluminum 
sulphate) instead of the official potassium 
salt. This point is held by some to be im- 
portant in view of the effects of potassium 
salts on the system. Cream of tartar is a 
potassium salt, being potassium acid tartrate. 

In the discussion of the baking-powder 
question, it must be remembered that the 
practical application of the facts concerns 
only small amounts of these salts and con- 
templates an occasional and not a constant 
use. Few people habitually consume breads 
made from baking powder, hence the amount 
of potassium introduced into the system by 
baking powder is unlikely to be of serious 
moment as regards health. Potassium salts are 
frequently taken as constituents of vegetable 
food, and yet there is no evidence that they 
disturb metabolism in any way. The question 
whether alum used in this way is injurious 
has been settled by the investigations of the 
Referee Board of Scientific Experts appointed 
by President Roosevelt, and its decision may 
be considered as coming from the court of 
highest authority. The investigation of this 
board covered a period of several years and 
was the most extensive single investigation 
ever conducted as to the healthfulness of 
alum baking powders. The distinguished 
character and personnel of the board itself 
lends additional weight to its findings. The 
board consisted of the following men : 

Dr. Ira Remsen, president of 
Hopkins University. 

Dr. Russell H. Chittenden, professor of 
physiological chemistry, Yale University, and 
director of the Sheffield Scientific School. 

Dr. John H. Long, professor of chemistry 
in the Northwestern University Medical 


Johns 


School. 
Dr. Theobald Smith, professor of com- 
parative pathology, Harvard University. 
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Dr. Alonzo E. Taylor, 
physiological chemistry, University of 


professor of 


Pennsylvania. 

The board made the following findings: 

“Aluminum compounds when used in the 
form of baking powders in foods have not 
been found to affect injuriously the nutritive 
value of such foods. 

“Aluminum compounds when added to 
foods in the form of baking powders, in 
small quantities, have not been found to 
contribute any poisonous or other deleteri- 
ous effect which may render the said food 
injurious to health. The same holds true 
for the amount of aluminum which may be 
included in the ordinary consumption of 
aluminum baking powders furnishing up to 
150 mg. (2.31 grains) of aluminum daily. 

“Aluminum compounds when added to 
foods in the form of baking powders, in 
large quantities up to 200 mg. (3.09 grains ) 
or more per day, may provoke mild catharsis. 

“Very large quantities of aluminum taken 
with foods in the form of baking powders 
usually provoke catharsis. This action of 
aluminum baking powders is due to the 
sodium sulphate which results from the re- 
action. 

“The aluminum itself has not been found 
to exert any deleterious action injurious to 
health, beyond the production of occasional 
colic when very large amounts have been 
ingested. 

“When aluminum compounds are mixed 
or packed with a food the quality or strength 
of said food has not been found to be there- 
by reduced, lowered or injuriously affected.” 

In short, the board concludes that alum 
baking powders are no more harmful than 
any other baking powders, but that it is 
wise to be moderate in the use of foods that 
are leavened with baking powder. 

In Dr. Taylor’s conclusions, a different 
aspect of the baking-powder question is 
brought out. It is shown that the product 
of all forms of baking powders is laxative, 
and the suggestion is made that the laxative 
effects of the continuous use of breads made 


THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 














with baking powder may be injurious. The 
objection applies to the cream of tartar bak- 
ing powder which leaves a residue of 
Rochelle salts, to the phosphate baking 
powders which leave the phosphate of 
sodium and to the alum baking powders 
which also leave the sodium sulphate. Dr. 
Taylor says: “Apparently, therefore, at 
present at least, the use of baking powder is 


































associated with the introduction into the 0 
alimentary tract of a certain amount of tl 
saline cathartic, the salt differing with the ti 
use of a particular type of baking powder.” la 
In connection with this objection, the pi 
amount of soluble residue left by the de- pe 
composition of the baking powder becomes th 
of importance. th 
Here, again, the pertinence of the objec- U, 
tion depends on the quantity likely to be lat 
eaten. In no case is it likely that a person ed 
would consume bread or biscuits enough to mi 
get an appreciable effect on the bowels from 
the laxative produced. mc 
The criticisms with reference to the re 
action of baking powders indicate a tendency we 
to magnify quite incidental matters when- reg 
ever they seem to favor the interest of one res; 
or other manufacturer. Thus the tartrate 000 
was at one time highly regarded because it ' 
was a product which was destroyed in the div, 
system, leaving a natural constituent of the tans 
body, that is, potassium carbonate. More the 
recently it has been discovered that the stat 
tartrates are only partially metabolized in higi 
the system, removing the supposed advan- ‘the 
tage of the tartrate powders. On the other Mai 
hand, there is a disposition to emphasize ex- shire 
periments tending to show the power of ite 
tartrates to affect the kidneys injuriously, pare 
although there is no evidence that such an ad 4 
injurious action can occur from the small ie 
quantity present in baking powders. While Enel 
the objections to alum are unjustified, the toad 









physician will do well to inquire carefully 
into the probability of any alleged injury 
occurring from other forms of baking 
powder.—The Journal of the Indiana State 
Medical Association. 
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EDITORIAL NOTES 


Cancer Departmemt 


“In the early treatment of cancer lies the hope of cure.” 
AMERICAN SOCIETY FOR THE CONTROL OF CANCER 


THE CAMPAIGN AGAINST CANCER 
IN NEW ENGLAND. 


The New England states generally show 
a higher death rate from cancer than any 
other group of states. This does not mean 
that New England people are more suscep- 
tible to this disease. Cancer is a disease of 
later adult life and it is well-known that in 
parts of New England there are more old 
people proportionately to the population 
than in many other regions. Nevertheless, 
the death rates recently published by the 
United States Census Bureau have stimu- 
lated much activity in these states in the 
educational campaign for the control of 
malignant disease. 
which this 
According to the 


What are the facts 


based ? 


upon 
movement is 
report of the Census Bureau, in 1913 there 
49,928 deaths cancer in the 
registration area of the United States, cor- 


were from 


responding to a death rate of 78.9 per 100,- 
000 of the population. 

All the New England states have in- 
dividual cancer death rates much higher 
than this. Connecticut’s rate, which was 
the lowest of any of the New England 
States, was 85.1. Vermont’s rate was the 
highest, with 111.7, while the rates of the 
other states were correspondingly high; 
Maine having a rate of 107.5, New Hamp- 
shire 104.4, Massachusetts 101.4, and Rhode 
Island 93.3. When these figures are com- 
pared with those of Kentucky, with a rate 
of 48, they seem indeed very high. They 
mean that 6,817 people died in 1913 in New 
England from cancer. But it does not 
necessarily follow that cancer is more com- 
mon in New England than elsewhere. The 
Census Bureau attributes the high cancer 
death rates in certain districts to the rela- 
tively high age distribution of the popula- 


tion and the negligible amount of immigra- 
tion. Translated into every-day terms this 
means that in New England the proportion 
of people over forty years of age, or at the 
cancer age, to those under forty, and so less 
liable to cancer, is greater than in other 
places. doubt that the 
cancer death rate in New England as well 
as in other parts of the country is much 
higher than it ought to be. Without ques- 
tion a large percentage of cancer deaths 
can be prevented by early recognition of 
the symptoms and prompt recourse to com- 
petent surgical advice and _ treatment. 
Cancer is not a hopeless incurable affec- 
tion, as so many people wrongly believe. 
Those who know the facts believe that if 
the public can be properly educated in 
regard to the early signs of the disease and 
will act on this knowledge, the present 
mortality should be reduced at least half and 
perhaps two-thirds. 

That New England is awake to this op- 
portunity of saving lives is evident from 
the activity in several states. 


Yet there is no 


To protest 
against taxation without representation the 
patriots of Massachusetts dumped over- 
board the famous cargo of tea. 
medical 


Vermont 


men have become so concerned 
over the high cancer death rate of their 
state that they are going to hold a “tea- 
party” of another sort and attempt to dump 
overboard the high death rate from malig- 


nant disease. While their action is not so 


dramatic as that of the patriot raiders they 
hope to prove that through its great ulti- 
mate benefit to the community it will be 
almost as patriotic. 


The New Hampshire 
State Health has recently 
published sound advice in its Bulletin. In 
Maine an active committee of the State 


Board of 


Medical Society is arranging public lectures 
and causing the publication of instructive 
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articles in the newspapers. Massachusetts 
has a well-organized branch of the American 
Society for the Control of Cancer with 


The 


State Medical Society has arranged a series 


headquarters in Boston. Vermont 
of public meetings to spread the bad news 
of the high cancer death rate and the good 
news of the hope of controlling the disease 
by earlier recognition and prompt surgical 
treatment. The Vermont State Board of 
Health will send its Secretary, Dr. Charles 
F. Dalton, to address each of these meet- 
ings and the American Society for the 
Control of Cancer will be represented by 
Dr. Francis Carter Wood, Director of 
Cancer Research at Columbia University, 
New York City, and by Dr. J. M. Wain- 
wright, Chairman of the Cancer Committee 
of the Pennsylvania State Medical Society. 





COMMUNICATION 


The following letter was recently ad- 


dressed to Senator J. N. Fogarty by Dr. E. 
W. Warren, a member of our Committee on 
Legislation and Public Policy: 

“JUNE 9, 1915. 
“Dr. J. N. Fogarty, Chairman Committee on 

Public Health, Key West, Fla. 

“My Dear SENATOR: As you are well 
aware, the people of the state failed again 
to get the legislation they had set hopes up- 
We 


had been at a loss for a leader in the Senate, 


on in the way of medical legislation. 


but when you, as Chairman of the Public 
Health Committee, consented to introduce 
the bill, a wave of hope spread among us all. 
As one of the recognized leaders in the 
state in your profession, as a former member 
of the Regular Board of Examiners and as 
a well-informed citizen, it was thought you 
would be more familiar with our needs than 
We felt that 
our bill could scarcely have gotten into 


almost any man in the state. 


better hands. 
“The bill was introduced in both houses 
early in the session. Then began the long 
? ba) 


and expectant watching of journals for its 


advancement. Eventually it was reported 
out by the House committee favorably. No 
news from the Senate. After the session 
was two-thirds gone it was passed by the 
House by a good safe majority but with 
amendments that greatly modified its effici- 
ency. Then again the watching for action 
by the Senate, that would eliminate the 
objectionable amendments, but we were 
doomed to disappointment. Nothing was 
ever heard from it from that end of the 
capitol. 

“Now we want to know the reason. If we 
are ever to secure legislation that will bring 
system out of the present chaotic condition 
of our medical laws we must know where 
the pitfalls are. In view of the splendid 
activity of the Senate Public Health Com- 
mittee in matters relating to public health 
and the enormous amount of good resulting 
thereby we are at a loss to know why medi- 
cal regulation bills received such a frost. 
If our bill was defective, which I suspect 
was true in some degree, we want to know 
it. If it was due to an overwhelming influ- 
ence of the chiropractors and others of their 
ilk as was the case in the House, we would 
like to know it. 

“Practically all the states have within the 
last few years passed modern medical laws 
and each one of them renders our position 
successively more untenable. Our state is 
becoming more and more the dumping 
ground for incompetents, the flotsam from 
low-grade medical schools that cannot get 
admission to examinations in other states. 
Through lameness in our laws charlatans, 
quacks and exploiters find this an inviting 
field. our 
profession is brought by them into a certain 


The people suffer thereby and 
degree of disrepute. 

“Improved medical legislation was _ less 
opposed this time by the other schools than 
We had reached a degree of 
friendliness with the 
other schools never attained in any of our 
former efforts. We felt this time’was propt- 


tious and that we would be rewarded for the 


ever before. 


and_ understanding 
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many previous disappointments. We thought 
the House would be our main obstacle. With 
three physicians in the Senate there was 
never a thought of trouble from that source. 

“Please give us any information you can. 
The benefit of your experience there may 
put us in the way of success two years hence. 
We desire to publish this letter in Tue 


JoURNAL OF THE FLorIDA MepicaL Asso- 
CIATION and would like the privilege of 
publishing your reply. 
“Yours truly, 
“( Signed) E. W. WarrREN, 

“Member and until recently Chairman Com- 

mittee on Legislation and Public Policy, 

Florida Medical Association.” 


Reviews from Current Literature 


MILITARY SURGERY 

Drennan, W. Earle: Experiences in Military 
Surgery. J. A. M. A., 1915, Vol. 65, p. 296. 

Drennen contributes a most interesting 
article concerning his experiences in the 
American Ambulance Hospital in Paris dur- 
ing 1914-15. 

He states that the degree of shock ex- 
hibited by the soldiers is much less than that 
seen in Civilians sustaining similar injuries. 
He believes that the mental attitude is re- 
difference; that “the 
wounded soldier, while discouraged and suf- 


sponsible for this 


fering, sees visions of a comfortable bed and 
pleasant surroundings, feels himself some- 
what of a hero, and escapes at the same time 
from the ever-present spector of impending 
death. In the mind of a civilian similarly in- 
jured, the mental picture is entirely different. 
He begins immediately to grieve over a 
multitude of troubles, loss of wages or posi- 
tion, and in civil life, gunshot injuries are 
not infrequently attended with shame and 
chagrin to the sufferer.” 

He states that the modern rifle ball, despite 
all claims to the contrary, is remarkable for 
its severe and mutilating trauma; while the 
wound of entrance may be small, the wound 
of exit is usually large and extensively 
lacerated. For this reason claims have been 
made that dumdum or explosive bullets have 
been used. The writer remarks that nearly 
all of the modern bullets have an effect 
similar to the explosive bullet, since they 
rotate in the air upon their longitudinal and 
their 
gravity is well back towards the base of the 


transverse axes because center of 


bullet. 
has struck, apparently, base first. 


He mentions cases in which the ball 
He com- 
ments on the terrible efficacy of modern artil- 
lery, and states that shrapnel wounds are 
more frequent than rifle injuries ; are usually 
multiple and most frequently carry clothes 
and dirt into the wounds. 

He states that fully 95 per cent of all 
wounds coming into the base hospitals are 
infected. In addition to the ordinary pus 
infections, tetanus and gas gangrene are 
common ; he gives an illuminating picture of 
the latter: “Clinically, gas gangrene presents 
a striking feature. In all cases seen by me 
the progress began in an extremity, and in 
every instance there had been a serious 
primary injury to the great vessels of the 
limb. 


There was a rapid spreading of the 


process, with an increasing area of anesthe- 
sia, Often involving the entire limb within 
thirty-six hours. In some cases there was a 
fairly distinct line of demarcation ; in others, 
the infection was progressive and extended 
to the trunk and became generalized. 

“Gas moist 
gangrene, begins at the edges of the wound 
and not at the periphery. 


gangrene, contrary to 
The edges are at 
first an angry red, later become greenish, and, 
finally, turn black. The skin is cold and 
clammy, of a dark, bluish-black color, with 
many large blebs on the surface, and the 
whole affected extremity is enormously swol- 
len.» Crepitation may be felt on palpation, 
and the tissues to the touch give a peculiar 
pulpy, boggy sensation. If incised, a flow of 
dark bloody fluid results, which contains 
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many bubbles of gas. The gas may be seen 
to bubble up from the tissue planes into the 
wound when pressure is exerted thereon. In 
drawing blood for a blood culture in cases in 
which the infection has become systemic, 
many bubbles of gas may be seen to flow into 
the receptacle directly from the vein. At 
necropsy, myriads of bubbles may be seen in 
the mesenteric vessels. Dr. Benjamin Jablons, 
pathologist at the American Ambulance 
Hospital in Paris, demonstrated to me a 
phenomenon first observed by himself, 
namely: the presence of very small sub- 
peritoneal blebs, or vesicles, mostly of the 
intestines ; but also beneath the parietal peri- 
toneal membranes, which first make their ap- 
pearance from four to five hours after death. 
So far as I know, they are peculiar to this 
condition.” 

No efficient treatment for gas gangrenes 
has been found, though English writers 
report a few cures by injecting a healthy zone 
well above the infected area with neutral 
hydrogen peroxid under pressure. The 
writer believes that the best results are 
obtained by multiple incisions and free drain- 
age. 

Infected compound 
treated by free incision, removal of all 
foreign bodies and loose pieces of bone, and 
efficient drainage maintained over a long 
The use of any type of 


fractures were all 


period of time. 
foreign material, such as wire, plates or nails, 
is contraindicated. The limbs are maintained 
by extension traction and proper fixative ap- 
paratus. 

It is interesting to note that as a basis for 
the work of the sanitary and ambulance 
troops on the firing line, the battle injuries of 
the present war are as follows: 


Percentage. 
Sree ne ee eee 20 
Nontransportable—serious head and ab- 

NN id ii hs x es AO erele'an’ 8 
32 


Requiring transportation ............4. 
(20 per cent sitting up. ) 
(12 per cent recumbent.) 
Slightly wounded—able to walk........ 
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The regional distribution of injuries in 
battle has been estimated as follows: 


Mortality 
Percentage. Percentage. 
een 15 51 
I ahs ices chia enti 2 18 
Perforating spine.... 2 75 
Perforating chest.... 4 25 
Perforating abdomen. 3 65 
Upper extremities.... 25 2 
Lower extremities ... 30 2 
R. C. T. 


DIAGNOSTIC TUBERCULOSIS 
INOCULATIONS 

Damask and Schweinburg: Beschleunigter 
Nachweis der Tuberkulose im Tierversuch durch 
Milzimphung. M. M. W., 1915, No. 20, p. 679. 

The intraperitoneal injection of suspected 
material is reliable. The only fault to be 
found with this test is the length of time 
that must elapse before the inoculated 
animal may be examined for the specific 
nature of the inoculated material. In recent 
years numerous endeavors have been made 


to shorten this period. Oppenheimer chose 


the liver for the injections. His experiments 
demonstrated regularly that after sixteen 
days (sometimes earlier, even after five 
days in some cases) miliary tubercles could 
be shown in the liver and spleen, and the 
splenic involvement was often more pro- 
nounced and earlier than the hepatic in- 
volvement. These observations induced the 
authors to inject the spleen with suspected 
tuberculous material. The technic of the 
inoculation offers no special difficulties. The 
quantity to be injected should not exceed 
1-114 c.c. because of the small size of the 
spleen. Examination through laparotomy 
offers the advantage that it may be done 
early, and, if findings be negative, that it 
may ke repeated subsequently. 

Exudates and urinary sediments may be 
injected without special preparation. 
Sputum is first placed in a thermostat until 
autolysis has taken place. Then is added 
an equal amount of 10-15 per cent anti- 
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formin solution and shaken until the whole 
becomes homogeneous. After centrifuging 
the sediment is mixed with a little normal 
salt sclution and injected. 

After injections with pure culture tuber- 
culosis of spleen could be demonstrated 
regularly at the end of a week, and often as 
arly as the fifth day. In extreme dilutions 
twelve days are required. Following injec- 
tions of sputum, urine, pleuritic and _ peri- 
toneal exudates, best results are obtained 
by waiting two weeks for development. 

7 2 


THE PHENOLSULPHONEPHTHALEIN TEST 

Elliot, Arthur R.: The Phenolsulphonephthalein 
Test in Chronic Nephritis. J. A. M. A., Vol. 
LXIV, 1915, p. 1885. 

Many considerations render the study of 
renal function in detail an extremely com- 
plex problem. To base conclusions on dif- 
ferential tests assumed to reveal glomerular, 


tubular, or vascular impairment necessarily 
implies that we can test the individual func- 


tions of the kidney, and presupposes a 
much more definite knowledge of the 
physiology of that organ than we in fact 
possess. As the matter stands, the only 
methods available for clinical usage are 
such as furnish information regarding the 
total function of the kidneys—their general 
excretory capacity. 

General agreement accords first place 
among these tests to the phenolsulphone- 
nephthalein test of Rowntree and Geraghty. 
It was at first employed most extensively in 
surgical cases, especially with reference to 
the question of operations on the urinary 
organs. It is equally applicable to medical 
cases, but the results are considerably more 
difficult of interpretation. In interpreting 
its findings it is to be remembered that the 
test shows the functional powers of the 
kidneys at the time of observation and for 
that time only. The influence of passive 
renal congestion from cardiac causes is to 
be borne in mind. If excretory values are 
low and cardiac insufficiency be not present 


as a complicating factor, we should not dis- 
regard the warning simply because clinical 
indications of uremia are absent, and, on 
the other hand, if symptoms indicate danger, 
their significance is not to be neglected 
merely because phenolsulphonenephthalein 
excretion approaches normal. 

It is extremely doubtful whether the test 
should be employed to any important extent 
in the diagnosis of nephritis. Routine 
observations with the method show an out- 
put well within the normal requirements in 
the majority of cases classed as nephritis 
with good cardiac compensation. 

Perhaps the most important service this 
test may render us in nephritis is in the 
diagnosis of obscure uremic conditions. 
During the course of any case of chronic 
nephritis there may arise disturbances, the 
uremic nature of which may be strongly 
suspected. Without loss of valuable time 
the phenolsulphonenephthalein test will 
reveal promptly the degree of uremia pres- 
ent. 

A type of case that often presents some 
difficulties in diagnosis is so-called cardi- 
orenal disease. It is not always an easy 
matter to estimate the relative importance 
of the cardiac and renal moieties and to 
decide whether to regard the case from one 
or the other angle. The renal insufficiency 
test will be of assistance in elucidating this 
point. 

The test will also prove of value when 
employed at periodic intervals in keeping 
track of the progress of a case and as a 
more accurate means of watching the effect 
of treatment that we possess by other means. 
By applying -the test at intervals, the rise 
and fall in function index forms an inter- 
esting and possibly significant chart. 

In the treatment of nephritis the dietary is 
dominated by the principle of protein re- 
striction. Routine observations with this 
readily available test will enable us to ap- 
preciate with greater precision than is pos- 
sible from clinical observation alone the 
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point where positive protein restriction be- 


comes When the functional 
index is normal or nearly normal in con- 
tracting kidney, it is difficult to understand 
what harm will result to the kidneys, pro- 
vided no inflammatory element is present, 


necessary. 


from a protein ration based on physiologic 
requirements. Aided by periodic functional 
testing to check up the functional integrity 
of the kidneys, and with our present knowl- 
edge of physiologic food requiremeyt for 
good nutrition, the diet therapy of chronic 
nephritis may be adopted with reasonable 
safety, if not perhaps with accuracy, and 
with due realization that in so chronic and 
widespread a disease general nutrition and 
should stand on a 
Ey Fs 


kidney conservation 


parity. 


ABDERHALDEN TEST 


Falls, Frederick H.: The Present Status of 
the Abderhalden Test. Jour. A. M. A., 1915, Vol. 
LXIV, p. 1898. 


The author divides the workers in this 
field into three groups. 

1. Those who support Abderhalden’s 
contentions entirely and believe that an 
absolute diagnosis can be made by it. 

The majority of these men are either new 
workers in this field, or are men connected 
with commercial laboratories. 

2. Those who believe that the method is 
of no possible value in diagnosing preg- 
nancy or any other condition. 

These men show by their statements that 
either they have not done enough work to 
know whereof they speak, or else that their 
technic is so poor that they can not obtain 
results with any test requiring a knowledge 
of serology. 

3. Those who believe that, while the fer- 
ment content of the blood is undoubtedly 
increased in pregnancy and certain other 
conditions, the specificity of the ferments as 
maintained by Abderhalden is not proven as 
yet; and in the light of the most recent 
work is highly improbable. 
among whom the author 


These men, 


classes himself, consider that while the test 
may be of value in diagnosis in a given 
case it is by no means infallible. 

Much work, especially by Jobling, Egg- 
stein, and Petersen, has recently been done 
on the test and evidence has been produced 
which, if substantiated, will destroy some of 
the underlying principles of the Abder- 
halden theory. 

In general the present status of the test 
seems to be as follows: 

It is not a specific and infallible test for 
the diagnosis of any condition. 

A negative reaction in a given case is of 
great value as speaking against the possibil- 
ity of pregnancy. 

A positive reaction is of much _ less 
diagnostic value than a negative reaction. 

While the ferments are increased in the 
blood during pregnancy there is as yet no 
positive way in differentiating between these 
ferments and the ferments mobilized in 
many pathologic conditions. 

While the test should be done in all 
cases in which the diagnosis of pregnancy 
is in doubt, the results should be regarded 
evidence together 


only as corroborative 


with other clinical phenomena. G. R. H. 


TECHNIC IN HYSTERECTOMY 

Tyler, George, T.: On the Importance of De- 
stroying the Cervical Mucosa in Sub-total Hys- 
terectomy as a Cancer-preventing Measure. 
Southern Medical Journal, July, 1915, Vol. VIII, 
p. 583. 

The author details a case in which cancer 
occurred in the cervical stump six years 
after a sub-total hysterectomy. He con- 
siders the frequency of malignant degenera- 
To find out the 
frequency in this country he sent a question- 


tion in the cervical stump. 


naire to 400 American surgeons. 

From the replies received he collected 75 
cases ; from other sources in this country, 25 
cases. From the 
observers, there are 114 cases. This makes a 


reports of European 
total of over 200 cases reported, much larger 
than one would suppose. 

Various methods may be used to prevent 
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malignant degeneration of the stump. Re- 
moval of the mucosa by excision is favored 
by some operators. Total hysterectomy is 
advocated by others. 

The use of caustics promises little more 
than destruction of the superficial cells. In 
removing the mucosa surgically it should be 
remembered that cancer of the cervix occurs 
most frequently at the portio vaginalis and 
the excision of the mucosa must include that 


portion. 
While many surgeons advise the sub-total 
operation the complete hysterectomy is un- 


doubtedly being performed much more 
frequently than it was a few years ago. 
Often this is done especially to prevent a 
subsequent malignant degeneration as well 
as trouble from leucorrhcea. The total 
operation is undoubtedly the ideal operation 
but it has an increased morbidity and mor- 
tality. 

In conclusion the author 
tabulated list of the opinions and methods of 
123 American surgeons on this subject. 

G. R. H. 


presents a 


EPIDEMIC POLIOMYELITIS 

Flexner, Simon: The Mode of Infection and 
Etiology of Epidemic Poliomyelitis. Am. Journal 
Diseases of Children, 1915, Vol. IX, p. 353. 

The mode of infection and the nature of 
the specific microorganism are briefly dis- 
cussed. The carriage, 
which for a time was generally accepted, 
The 


infection is conveyed through personal con- 


notion of insect 


was founded on imperfect foundation. 


tact and the virus has been detected on the 
nasal buccal and pharyngeal mucous mem- 
branes. The class of individuals who may 
possibly distribute the disease is much larger 
than has previously been suspected. Those 
who may convey the disease are (1) the 
frankly ill, (2) the slightly ill, the so-called 
abortive or ambulant cases which present so 
few symptoms as to escape detection, (3) 
the healthy carriers, or those who have been 
intimately exposed to the disease, as the 
parents of a paralyzed child, (4) chronic 


carriers, or those who have recovered from 
an acute attack, but who at the expiration 
of several months still harbor the virus. 

All measures put into effect to prevent 
the spread of epidemic poliomyelitis should 
be based on a conception of the personal 
factor as paramount and not on the notion 
of insect carriage. 

The virus, or microbic agent. of epidemic 
poliomyelitis has been cultivated, is filter- 
able and consists of minute globular bodies 
capable of being viewed under the high 
powers of the microscope. J. D. L. 


INTRACRANIAL HAEMORRHAGE IN 
THE NEWBORN 


Green, Robert M.: Intracranial Hemorrhage in 
the Newborn. Boston Medical and Surgical Jour- 
nal, 1914, Vol. CLXX, p. 682. 

Intracranial hemorrhage in the newborn 
may be due to trauma of labor or be 
associated with hemorrhagica neonatorum. 
Symptoms appear from the second to fourth 
day in a baby, who, at birth, is apparently 
normal and evinces little or no evidence of 
external injury. If symptoms appear late 
the bleeding is usually venous and of slow 
oozing character. ‘The signs of intracranial 
pressure are seldom typical as in an adult, 
seldom what one might a priori expect, yet 
they constitute a clinical picture distinct and 
definite when once recognized. Reflex and 
motor phenomena are unreliable guides to 
diagnosis, and subdural hemorrhage may 
occur without producing the classic signs of 
either intracranial pressure or traumatic 
tetanus. 

From observation of over twelve cases the 
author believes a presumptive diagnosis of 
intra-cranial hemorrhage may be made in 
any baby who, with an adequate history, 
within a few days of birth becomes pale, 
refuses the breast and shows a_ peculiar, 
This latter 
sign is presumably due to back pressure 


though slight, facial cedema. 


from within the skull on superficial veins, 
emptying into the dural sinuses. For further 
confirmation lumbar puncture or aspiration 
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of the subdural space is indicated. If 
hemorrhage is over the cerebral convexity 
cranial puncture will reveal the presence of 
blood, while if hemorrhage is below the 
tentorium and along the base lumbar punc- 
ture will reveal its existence. The majority 
of intracranial hemorrhages in the newborn 
are subdural rather than intraventricular, 
and if aspiration fails to give relief operative 
decompression is indicated. Seven case 
histories are detailed as bearing on the 
cardinal diagnostic points of this condition. 
J. & 


MENSTRUATION AND BREAST MILK 


Grulee, Clifford G., and Caldwell, T. C.: The 
Influence of Menstruation on Breast Milk. Am. 
Journal Diseases of Children, 1915, Vol. IX, p. 374 


The authors refer to the meagerness of 
literature on the relationship of menstrua- 
tion and the quantity of maternal milk secre- 
tion. 

A case is reported of a baby born with 
harelip and cleft palate, nursed for nine 
months on milk secured from the mother’s 
breast by means of a specially devised 
breast pump. The quantity of milk secured 
was carefully measured and it was shown 
that, beginning with the first day of men- 
struation and lasting from ten days to two 
weeks thereafter, there was a definite in- 
crease in the amount of breast milk. There 
then occurred a diminution in the quantity 
which reached its lowest point four to seven 
days previous to menstruation, after which 


there was a gradual increase. ye L, 


MIDDLE EAR INFECTION 


Borden, Charles R. C.: Systemic Infection of 
Middle Ear Origin. Annals of Otology, Rhinol- 
ogy and Laryngology, 1915, Vol. XXIV, p. 1. 


“Systemic infections of middle ear 
origin, exhibited by a rise of temperature in 


every-day practice, are too well known for 


further discussion. In the three contagious 
disease they are the second most com- 
mon complication to arise, but are not impor- 
tant in the mild cases except in so far as the 
function of the hearing apparatus is endang- 
ered. In severe cases, particularly in scarlet 
fever, when they occur in conjunction with 


complications in other organs, aural diseases 


assume a role of importance, which is not 
commonly recognized. Lest he be misunder- 
stood in the matter, the writer wishes to 
state that he does not claim middle ear 
disease to be a primary source of*infection 
in the heart, lung, joints, kidney, etc., but 
that when it occurs in conjunction with other 
organic complications, the influence of acute 
otitis media or mastoiditis is very great. We 
know that scarlet fever inhibits the resistance 
If then the mid- 


dle ear or mastoid become an added focus 


to streptococus infection. 


of infection to an already prostrated patient, 
the result must of necessity be a further in- 
crease of bacterial invasion. For example: 
In the event of inflammation in the heart or 
kidney, shouid the middle ear or mastoid 
give rise to the absorption of fresh toxines in- 
to the circulation, the already inflamed heart 
or kidney is still further called upon for in- 
creased activity. If the original infection 
was all the organ could withstand and con- 
tinue to functionate properly, the secondary 
infection from the ear may be sufficient to 
completely overwhelm it and cause death to 
ensue as a direct result of the added toxemia 
from the ear.” 

The author presents several cases operated 
upon by him, showing very striking results 
during convalescence where “vital organs 
functionate properly, temperature is normal, 
the surroundings and treatment of the case 
are of the most approved fashion; yet the 
progress of the patient remains at a stand- 
still. 
abnormal 
aural discharge.” 


In selected cases the one and only 


symptom present is a_ chronic 


W.S. M. 
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